ABSTRACT: We examined Medicaid coverage patterns in five states for children who were covered as of December 2003. Looking back three years, we found that Medicaid was a source of continuous coverage for sizable proportions of children (43-66 percent were covered for two or more years) but a revolving door for others (16-41 percent had gaps). In all states, gaps were short, from two to four months. Continuity implies that states can demand more of the health care system to improve the quality of care; short gaps imply that policies and procedures should be revisited to reduce gaps for eligible children. 
R e c e n t s t u d i e s h av e d o c u m e n t e d i n s ta b i l i t y in health insurance
for a large proportion of the U.S. population: Approximately eighty-five million (or one in three) Americans were uninsured at some point between 1996 and 1999. During this same four years, more than 40 percent of children experienced a gap in coverage, and nearly half of those were repeatedly or continuously uninsured. These studies have shown that being insured and uninsured are not chronic states; rather, a sizable proportion of the population moves between them. 1 Coverage instability is particularly acute for low-income and minority populations. 2 Public insurance programs for low-income children-Medicaid and the State Children's Health Insurance Program (SCHIP)-have a built-in source of instability: They are means tested, with requirements that funds be targeted to recipients below a specified income level. Hence, income and other eligibility requirements, such as residency, must be checked at the time of enrollment and periodically thereafter. Although means testing is necessary to ensure targeting of public monies, it also creates opportunities for breaks in coverage. Thus, there is inherent tension between targeting of funds and ensuring continuity.
The fact that states' requirements for enrollment and renewal in Medicaid and SCHIP vary is testament to their attempts to resolve this tension. Frequent eligibility checks and cumbersome application and recertification processes might optimize targeting of funds but might also create barriers to enrollment and reenrollment. Studies have shown that beneficiaries are sometimes confused about when and how to renew coverage, despite states' efforts to simplify the process, and that this confusion leads to breaks in coverage. 3 Lack of stability is important for several reasons. First, both adults and children with unstable coverage have poorer access to and use of services and report more unmet medical needs than people with continuous coverage. 4 Children with coverage gaps commonly do not seek medical care, including preventive visits, and do not get prescriptions filled. 5 Second, gaps in coverage could mean that eligibility program staff are processing and reprocessing the same eligible enrollees over and over, yielding inefficiencies and unnecessary administrative costs. 6 The cost of care is also higher after a gap in coverage, as health conditions may worsen during delays. 7 Finally, gaps in coverage could affect quality of care, not only because care may be different in the gaps than the periods of insurance, but also because short tenures in care make it difficult to monitor patients effectively, and, if needed, institute corrective action. 8 Several studies have documented that up to half of the children in SCHIP are dropped at renewal periods. 9 Enrollment patterns for Medicaid children have been examined less frequently, despite the fact that Medicaid serves approximately five times as many children as SCHIP. 10 Furthermore, studies have examined drop-off, not enrollment, patterns. Thus, while studies have shown the proportion of children leaving Medicaid, they have not examined how many come back on, or how long the gaps tend to be. Finally, studies generally do not analyze continuity in a way that yields implications for effective monitoring or quality of care. The study we report on here begins to fill these voids. It documents patterns of enrollment, including length of time continuously covered, and the number and length of gaps in coverage for Medicaid children in five states.
Study Data And Methods
This study examined Medicaid enrollment data from the period 2001-2003. Enrollment files were obtained from five states (California, Michigan, Ohio, Oregon, and Pennsylvania), chosen because they had comprehensive enrollment data; represented varying enrollment policies, sizes, and locations; and were willing to collaborate on the project (Exhibit 1).
n Characteristics of study states. The states we studied vary in population and number of Medicaid enrollees, with California being the largest and Oregon the "Both adults and children with unstable coverage report more unmet medical needs than people with continuous coverage."
smallest. California is above the national average in proportion of the population in poverty, proportion uninsured, and proportion on Medicaid; the other states are generally below the average. Still, despite variation, these are large and important states. Together they account for a quarter of the U.S. population and almost 30 percent of the Medicaid population. During the study period, all five states covered children up to age six whose family incomes were below 133 percent of the federal poverty level, and all but Ohio and Michigan used 100 percent of poverty for children through age nineteen. Ohio combined its Medicaid and SCHIP funds to cover all children up to 200 percent of poverty. In California and Ohio, enrollment is under the purview of counties; in the other three states, enrollment is a state function.
Exhibit 1 also shows state-specific differences in renewal frequency, applica- tion processes, and information verification procedures. All states except Oregon have twelve-month renewal cycles; in Oregon, coverage for children must be renewed every six months. California and Michigan have exercised the federal option to offer children twelve-month continuous eligibility, which means that after initial eligibility is established, coverage is in effect for twelve months, even if income or other eligibility characteristics change. In the other three states, families must notify the Medicaid assistance office of such changes, and coverage is lost if the eligibility criteria are no longer met.
Regarding application processes, all five states permit mail-in applications; none requires face-to-face interviews with Medicaid enrollment workers. In California, if children appear to meet the eligibility criteria, they can be "presumed eligible" and receive coverage immediately; the other four states do not offer this option.
Federal law requires that all Medicaid recipients meet certain income, residence, and age requirements. States have discretion in what constitutes proof of eligibility. In some states families must show documentary proof. In others "selfdeclaration" is sufficient; the state does follow-up audits to ensure accuracy. All five states permitted self-declaration of age, three permitted this for residency, and one for income.
n Data. Three years of enrollment data were obtained for children ages 3-18 who were enrolled in Medicaid as of December 2003. The enrollment data covered the period from January 2001 through December 2003; thus, the youngest children in our sample were just born, and the oldest were age fifteen in 2001. 11 This retrospective analysis is comparable to states' and managed care plans' methods for reporting performance. We did a backward look because that is the way states and managed care plans look at enrollment for accountability purposes. In Health Plan Employer Data and Information Set (HEDIS) reporting, for example, health plans look backward to see how long beneficiaries enrolled in a given year have been enrolled. Then, they report performance only for those enrolled for (usually) one year. The logic is that health plans need to have beneficiaries for a "reasonable" amount of time before they can be held accountable for performance. As such, this sheds light on the potential for more-effective monitoring and improving the quality of care.
n Data analysis. Enrollment data were analyzed to show stability of insurance coverage. We looked first at the proportion of children in Medicaid in December 2003 who were enrolled consecutively for one, two, and three or more years. Next we determined the proportion of children with a gap in coverage (that is, those who were off the Medicaid rolls for any period of time but subsequently resumed coverage). Finally, we calculated the mean and median lengths of those gaps for each state. This protocol was approved by the Institutional Review Board at the New York Academy of Medicine. Data agreements were in place with each of the participating states.
M e d i c a i d

Study Results
n Proportion with long-term coverage. The proportion of children with continuous Medicaid coverage over the study period varied among states (Exhibit 2). In Pennsylvania and California, more than half of children enrolled as of December 2003 had been in the program for three or more years, and nearly two-thirds had been in the program for two or more years. In contrast, in Michigan and Oregon, only one-third of children had been enrolled for three or more years. However, even in these states, sizable numbers of children had been in Medicaid continuously for at least two years (43 and 47 percent, respectively). Furthermore, in all five states at least 60 percent of children had been in Medicaid for at least one year. Given that most accountability systems (such as HEDIS) require reporting only on children enrolled for at least one year, this is an important point.
n Gaps in coverage. States varied in the proportion of children who move on and off of coverage, but in all states the median gap figures were short. Most of the children with breaks in Medicaid coverage had only one gap in the three-year period (Exhibit 3). In all states more than 70 percent of children with gaps had only one gap (in some, the figure approached 90 percent), while 8-24 percent of the children with gaps had two gaps (data not shown). Michigan and Oregon, the two states with higher proportions of children with a gap, were also the states with the most gaps (1.30 and 1.32, respectively). States in which fewer children experienced gaps were also the states in which children tended to have only one gap.
Most gaps were short (median, two to four months). The mean length was longer than the median, which reflects the fact that some children with breaks stayed 5 out of the program for relatively long periods of time. We examined the data for spikes in the length of the break. A spike in the number of children with gaps of one year or more might indicate, for example, that children became eligible for SCHIP or employer-based insurance for a time but subsequently returned to Medicaid. However, for the most part there are no spikes in the data (Exhibit 4). Most children return in the first few months, and the curve tapers, with fewer and fewer children returning each successive month.
Discussion
This is the first study, to our knowledge, to describe patterns of enrollment in Medicaid and, most importantly, gaps in enrollment in several states. Our findings show that Medicaid is a long-term continuous source of coverage for millions of n Length of coverage. The finding that many children remained covered for two years or more has enormous implications for effective monitoring and improving the quality of care. It means that programs aimed at disease management for chronic conditions, improving immunization coverage, or increasing numbers of well-child visits have time to show results, and states can be confident that they will be reaching the majority of their Medicaid-enrolled children. States can also be more comfortable using standardized performance measures, such as those in HEDIS, whose denominators specify that the child has been continuously covered for twelve months.
n Short gaps. The second major finding is the short duration of the coverage gap for many children. Half of the children in Michigan who lost coverage were reenrolled within two months; in California, Ohio, and Pennsylvania, half were back on in three months. That disruption can be exacerbated if the state requires children to be enrolled in an at-risk managed care plan after Medicaid eligibility is redetermined. A gap in health plan enrollment can be two or more months longer than gaps in Medicaid coverage. 12 Thus, even brief gaps are likely to cause disruption in care management and possibly health care itself.
Further, short gaps point toward factors other than a change in income or other eligibility criteria. This implication is buttressed by research showing that more than half of children who lost Medicaid coverage were still eligible. 13 Other stateand national-level studies have shown that families' not submitting renewal paperwork on time or administrative delays after submission are factors in loss of coverage.
14 The clear implication is that states should be encouraged to adopt eligibility policies and administrative procedures designed to keep children enrolled. In addition, more needs to be done to help parents understand the importance of timely renewal and the value of continuous health insurance coverage for children. States might be reluctant to implement policies that add to their Medicaid rolls, but by leaving gaps in coverage, they are failing to serve eligible children who are entitled to the program.
n State variation. The third major finding was the considerable variation among our five states in coverage stability, proportion of children with gaps, and number of gaps. We were not able to explore the reasons for this variation in the study, but we can offer some observations about the states' practices. Specifically, an important distinguishing characteristic for Oregon-the state with least stability-was the requirement to renew coverage every six months, rather than every twelve months as in the other states. However, the two states with a twelve-month continuous eligibility policy, Michigan and California, showed different results. Michigan was sec- ond-lowest of the five in percentage of children continuously enrolled two years or more (47 percent) and much lower than California (64 percent). n New questions raised. This study produced new information about enrollment patterns, but it has raised many new questions and uncovered gaps in knowledge as well. First, we do not know exactly why children lose coverage. We speculate that these short gaps are not the result of very temporary changes in family circumstances and that these children are still eligible. However, this study did not collect data on reasons for gaps or characteristics of children with gaps. 15 Second, the five study states might not be representative of the country as a whole, although they represent a range of policies. Third, we cannot relate gaps to specific state policies with such a small sample; it would take a national study comparing data across states to do this with surety. Finally, and most importantly, we do not know the effect of gaps on health care. D e s pi t e t h e s e u nan s w e r e d q u e s t i o n s , this study presents important new information about continuity of children's coverage, the number of gaps, and especially the short duration of gaps. The sizable percentage of children covered by Medicaid for reasonably long periods suggests that states can demand more of the health system to improve the quality of care for children. At the same time, federal and state policies should be revisited to try to minimize the number of coverage gaps for children.
